Newburgh and Kingston, N. Y., to determine time and cost factors in regular dental care for school children in a fluoridated and a nonfluoridated area. Data presented for the first two years indicate that such programs can be considerably less expensive in communities benefitting from water fluoridation.
THE caries prophylactic effect of fluoridated water ingested during the years of tooth development has been amply demonstrated.' The evidence is incontrovertible that fluoride, at the optimum concentration in potable water, will prevent the onset of dental caries by approximately 60 per cent among children who ingest this water starting early in life. These benefits continue into adult life. The caries prophylactic effect results in fewer teeth which succumb to caries, requiring fewer and less extensive fillings and fewer teeth to be extracted and replaced with artificial teeth. It has also been demonstrated that the hazard of malocclusion, which may result from early loss of teeth, is reduced appreciably.
As of December, 1963, there were approximately 47 million peisons in 2,600 communities in the uInited States using controlled fluoridated water supplies. An additional sev nri and a half million people use potable water which is naturally fluoridated. Tllis constitutes 36. 6 per cent of the total United States population which uses public water supplies.2 The problem of dental care, while considerably reduced by water fluoridation, remains one of appreciable magnitude. Students of this problem are in agreement that unless regular, periodic dental care is started early in life and continued throughout life, our adolescents, young adults, and older people will continue to present accumulated dental defects and their concomitant results.
While of each dental examination as well as of the types and numbers of services rendered. The exact chair time required for each procedure is recorded using an electric clock-time card device.
Results
The number of children treated in Newburgh and in Kingston is shown in Table 1 . The children are divided into those entering the study for the first time in 1962, and those returning for their second year of care in 1963. The original selection criteria resulted in a similar age distribution among the groups who began treatment in both cities in 1962. Despite losses to follow up no significant between-city age differences had arisen when these children returned for incremental care in 1963. However, no attempt was made to select participants on the basis of either sex or race, and imbalances in the composition of the treatment groups with respect to these variables are apparent. In particular, the proportion of nonwhite children among the Newburgh study groups remained considerably higher than in Kingston, a fact which was predictable from documented differences in racial composition in the two cities as reported in the 1960 U. S. Census.3 Differences in dental caries experience between white and Negro children have been reported with Negro children usually having a lower caries experience.4 As a result, direct comparisons between the Newburgh and Kingston children in this study, in terms of services needed and the estimated cost of providing care, may not be entirely justified. However, the cost data presented in this report have been adjusted to eliminate any possible bias from this source.
Amount of Care Required
Of critical importance in planning any incremental dental care program is ,the volume of accumulated defects which must be corrected in those children first entering the program. Table 2 shows the extent of this backlog in terms of the number of df and DMF teeth per child diagnosed in those children who began treatment in 1962. As expected, the mean number of df and DMF teeth per child in fluoridated Newburgh was considerably lower than in Kingston. Considering permanent and deciduous teeth together, the average Newburgh child admitted to treatment had fewer than three teeth attacked by caries, while in Kingston the average participant had over six df plus DMF teeth. Children in both cities had received little prior dental care, and over 90 per cent of teeth attacked by caries were unrestored. In Newburgh, however, 41 per cent of children required no treatment whatever, while in Kingston only 15.5 per cent needed no care.
The actual number of services, by type, required to complete all needed first year treatment in these groups is shown in 
Economic Aspects of Providing Regular Periodic Care
The actual minutes of chair time required to provide both initial and incremental care are, of course, dependent upon more factors than simply the number and types of operations performed.
Certainly the working speed and habits of the individual clinician, and the cooperation of the patient are of critical importance, and results in one situation may not apply to another. Furthermore, in the present study it was necessary to change clinical personnel at the end of the first year, so that the initial and the first incremental year of care were provided by different dentists. During 1962, the clinician spent a considerable amount of time on child management in both cities. The second clinician did not find this necessary, no doubt partly because in 1963 the children were already familiar with the dental trailer and had been treated previously. The actual minutes of chair time recorded are, nevertheless, presented in Table 5 this schedule and the actual number and types of services rendered, the costs of providing care to both initial and incremental care groups were computed. These are shown in Table 6 and in Figure 1 . Costs for those groups underlined in Table 6 have been adjusted for age, race, and sex to the entire population of five-and six-year-old children in New York State in 1960.
These data show that for initial care the cost was more than twice as much in the nonfluoridated area. The cost for incremental care is reduced to almost one-third of the cost for initial care in each city but the comparative cost for incremental care is about twice as much in the nonfluoridated city.
Discussion
Incremental dental care studies among children have been reported and demonstrate that with this kind of program it should be possible to control dental caries so that these lesions do not progress to require extensive dental care or result in tooth loss. 5 The preliminary data in the present study add further confirmation to this thesis, as the new States who had dental coverage. These figures include only those whose coverage meets certain minimum benefits.8 Still another benefit which may accrue from an incremental dental care program is a lasting educational effect resulting in the establishment of a positive attitude toward good dental health habits. Recently reported data indicate that children exposed to regular periodic dental care in an organized community program tend to continue in the established pattern after leaving the program.9
A determination of what constitutes a reasonable investment in the dental health of children will vary from person to person and from community to community, requiring as it does a value judgment, rather than a reference to any established standards. It is felt, however, that the present study will at least make it possible to measure the extent of the investment that may be necessary to maintain a high standard of care among these age groups. It should be kept in mind that the childen in this study are deliberately being selected from the poorest sections of the communities involved, and very few had any prior dental treatment. The cost of a similar program among children who had received dental care during preschool years might be somewhat lower than established here. In any case it seems very clear that the expense for care will be greatly reduced if the community has previously fluoridated its water supply. We do not hesitate to say that we hope, as a result of this study, to be able to add a simple and demonstrable dollar value to the many benefits of fluoridation already recorded.
Summary
A six-year study is in progress in Newburgh and Kingston, N. Y., to determine the time and cost factors in a program of regular, periodic dental care for school children in a fluoridated and a nonfluoridated area. New groups of five-and six-year-old children will be admitted to treatment annually during the first three years of the study while those previously treated will return each year for the correction of new defects.
Data have been presented for the first two years of the study. These demonstrate that in the nonfluoridated area (Kingston) the cost for providing initial dental care was more than twice as high, and for incremental care, just about twice as high as in the fluoridated area (Newburgh). In both cities, the cost for incremental dental care was only about one-third that of initial care.
These preliminary results suggest that such a program may prove to be both effective and feasible, and will be considerably less expensive in communities with the benefit of water fluoridation. 
Training Program in Alcoholic Rehabilitation
The Georgian Clinic in Atlanta offers a unique set of courses entitled "Introduction to the Attitudes and Techniques Useful in Rehabilitation of the Chronic Alcoholic." The courses are open to physicians, nurses, social workers, psychologists, vocation rehabilitation counselors, health educators, and others working with alcoholics.
The courses are conducted at the clinic which offers 24-hour resident patient care as well as day care. The treatment program consists of a complete medical and laboratory work-up: medical management of withdrawal symptoms; long-range psychopharmacological treatment; psychiatric and social evaluation; group psychotherapy and group education; individual counseling; occupational and recreational therapy; and group therapy for the patient's family in a therapeutic milieu.
Trainees observe and actively participate in order to gain insight into the treatment attitude and technics used in the clinic. Didactic instruction, small group discussion, and audiovisual aids are also a part of the course. Tuition is $142.25 and room and board for the week $40. Some scholarships for tuition and stipends for room and board are available. For applications and information write: Vernelle Fox, M.D., Medical Director, Georgian Clinic, 1260 Briarcliff Road, N.E., Atlanta, Ga. 30306.
